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ORIGINAL ARTICLES 


THE OTHER NINE-TENTHS, OR FUR- 
THER GASTRO-INTESTINAL 
CONSIDERATIONS.* 


By Dr. W. Louis CHAPMAN. 


Provence, R. I. 


It should be the intention of every diagnostician 
to give each and every patient a thorough examina- 
tion. If you and I do not do this, some other phy- 
sician hopefully will. How far this examination 
should be pursued depends somewhat upon the 
nature of the case. It is a part of professional acu- 
men to determine how far diagnostic and labora- 
tory investigation shall be pursued and what par- 
ticular line of study should be followed. To do a 
number of complete examinations of the blood in 
a case which strongly points to other organs, is as 
absurd as to omit them when it is apparent that 
they are needed. What percentage of patients are 
given this complete physical examination is not 
known. The amount of time required to learn the 
primes of importance and the department of in- 
quiry in which the case belongs, is usually not 
large. Sometimes the history alone will direct, in 
other cases it is not so easy, some belong in several 
different departments, and much investigation is 
necessary in order to make a physical inventory. 

About one in ten of the patients applying for 
relief in the gastro-intestinal department of the 
Mayo Clinic have duodenal or gastric ulcer. In 
general practise this proportion is probably far 
less. It is also true that most of these patients 
have been from one physician to another seeking 
relief. Some of them may be neurotics, but it 
might appear that when a person is willing to 
spend both time and money in order to regain 
health or comfort, it is more or less of a guaran- 
tee of the genuineness of their symptoms. In no 
department of medicine or surgery is it more true 
that thorough investigation often discovers an 


*Read before the Providence Medical Association, De- 
cember 1, 1924, 


organic basis for mental and nervous symptoms 
than in abdominal diagnosis. Only those who have 
spent considerable time in post mortem pathology 
can appreciate this truth. 

This brief paper will offer no long series of 
cases to prove a particular point, but it may throw 
some light on the other nine-tenths who are to con- 
tinue their lives without the experience of a sur- 
gical operation, without the anticipation of the 
improvement which hopefully will come from it, 
and who will expect to receive help from medical 
care. In view of the evident trend of professional 
thought towards surgery, these considerations 
ought to be interesting and perhaps profitable. 

Any of the subjects now to be reviewed briefly 
would serve for the evening’s subject and discus- 
sion. The history of the case. It would be absurd 
to belittle its importance, for it is in this that we 
look for key note to study and investigation which 
will lead to diagnostic conclusions. The more the 
writer sees of this class of cases, the more he 
relies on physical findings and the less on the 
patient’s story. Very frequently the patient makes 
statements which a little questioning shows to be 
incorrect. Vomiting, for example. This is a very 
important symptom in the consideration of gastro- 
intestinal conditions, and the investigator must 
satisfy himself that it actually exists in the case. 
Nine out of ten do not know what the word means, 
and use it to describe eructation and slight regurgi- 
tation. The odor of vomitus is unmistakable, and 
clings to the room for some time, and its absence 
has often changed the writer’s opinion of a case, 
and saved him the mortification of incorrect diag- 
nosis and useless prescribing. In the aged vomit- 
ing is of particular significance, and it may be the 
first symptoms to appear in the sequence of dys- 
functions which herald uremia and cardiac dilita- 
tion. 

In the matter of constipation of various degrees 
the statement of the patient is often misleading 
and valueless. The writer has been forced to the 
conclusion that the inspection of the opaque meal 
is the only reliable way in which to study the motor 
functions of the stomach and intestines, and that 
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it is often necessary to continue the study of the 
colon for a week or more until the tract is empty. 
The fluroscope may show a degree of colonic sta- 
sis entirely unsuspected by either physician or 
patient. It may be necessary to enlist the co-op- 
’ eration of the patient, but this is often impossible, 
as but few toilets are so constructed as to allow 
the inspection of the evacuations. Some patients 
who think they are constipated are not, and vice 
versa. Often the patient is not willing to believe 
the physician when he announces his findings, and 
in such cases the exhibition of radiograms taken 
at different times may be convincing and stimulate 
confidence and co-operation. Where there is no 
progress of the opaque meal in four days, it is my 
custom to begin the use of petroleum oil, and if 
unsuccessful with this, to give enemata. 

After a suitable course of treatment, it is neces- 
sary to again observe the motor function of the 
colon with films or fluroscope. 

Even after the use of enemata, it is no uncom- 
mon thing for the patient to claim there has been 
no evacuation, but the fluorscope shows the tract 
to be empty. 

Regarding the ever present constipation of today 
and the auto-intoxication of a quarter of a century 
ago, it may be very interesting to know that there is 
very little difference, except in nomenclature, be- 
tween the conclusions of that time and now. Those 
who were informed in the medical thought of that 
period note with interest argument and experimen- 
tation announced as of recent discovery which 
were thoroughly studied thirty years ago. Cholin, 
methyl guanidin, neurin, purins,. protamins and 
histons continue to affect the system, and their 
formation may be prevented by prophylaxis and 
the restoration of intestinal physiology. 

Parafine oil, which is fortunately so very gen- 
erally used, may be the only remedial means neces- 
sary to overcome obstinate and long lasting con- 
stipation. It sometimes serves as a means of dif- 
ferential diagnosis between dysfunction and intes- 
tinal obstruction. 

The crusade against carthartics continues. So 
does the use of cathartics. There is, however, an 
uncertain percentage of our cases in which appro- 
priate laxatives seem to keep the patient in excel- 
lent health. The asthenia inseparable from advanc- 
ing years requires art to assist the maintenance of 
flagging function, and in the absence of gross 
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pathology a little studious experimentation may 
accomplish satisfactory results. 

Whatever our opinions may be regarding alco- 
hol as a beverage and a factor in the complex 
psychology and sociology of the present parching 
period of prohibition, most medical men must 
agree that, although the gastro-intestinal system 
may acquire a certain tolerance for alcohol, it is 
not particularly bland or unirritating, and that the 
public school teachings in the early eighties were 
founded on common sense, if not on exhausting 
and convincing experiments. There is more than 
one medical man within the hearing of my voice 
tonight who has found that his duodenum func- 
tions better without gentle restoratives of the oxy- 
gen derivative of methane. 

The marked change in the general health and 
improvement in so called theumatic conditions 
which so frequently follows the use of alkaline 
medication is an example of purely chemical thera- 
peusis. 

In no other part of the body is there any chemi- 
cal substance so great in its concentration as in the 
gastric acidity. There is in the stomach a veritable 
pool of hydrochloric acid, upon which the system 
must more or less depend, or perhaps upon which 
noxious acidity of tissues has its origin. 

In gastro-intestinal investigation it should be 
the purpose of the diagnostician to first obtain as 
much information as possible to point towards the 
probable cause of the symptoms, then to find gross 
pathological causes, next to discover minor fac- 
tors, and then to adopt appropriate treatment. It 
is to this latter department that most physicians 
should apply their studies, to give to the remaining 
nine-tenths the benefit of what medical science has 
to offer, to supplement nature’s forces wherever 
possible, to regulate defective physiological chem- 
istry, and to apply rational remedies and instruc- 
tion to offset those deficiencies of advancing years 
and incorrect living. 

There is much that the so called “general prac- 
titioner” may do. Often he may be of more real 
help than the specialist, who having found that 
there is neither ulcer or cancer, often contents 
himself with informing the patient that there is 
nothing the matter, leaving him to continue his 
search for relief. 

The question of operation for gastric or duo- 
denal ulcer seems as yet to be unsolved. A number 
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recommend operation as soon as a gross lesion is 
found, others claim that with suitable treatment 
most gastric and duodenal ulcers will be cured. 
The most reasonable conclusion seems to be that 
which refers to the surgeon those cases which do 
not get well under suitable medical treatment. 
How much suitable medical treatment is given in 
these cases is hard to estimate. Only too often it 
consists in giving a diet verbally, and it is much 
better to give it in writing, and in the prescribing 
of some one of three or four medicines or a nos- 
trum. This, however, is no argument for referring 
all cases to the surgeon, nor is it an argument that 
the physician’s duty is completed when the patient 
returns from the hospital after a presumably suc- 
cessful operation. The reason that some patients 
are not cured by operation is not that they did not 
need operation, but that there are other matters 
of chemistry and physiology which still need atten- 
tion. 

Emphasis should be made upon the need of 
follow up studies of patients who have been oper- 
ated upon for gastric and duodenal ulcers, pus 
appendices and septic gyn. conditions. This is 
urged strongly in current literature, and is of very 
great importance. It is most unscientific to point 
with pride to a successful gastro-interostomy who 
enjoyed large meals, including pork, etc., etc., 
before leaving the hospital, our studies of basal 
metabolism, blood sugar, caloric feeding and roent- 
genology causing us to forget that there is still the 
argument of common sense, and that sometimes 
the artifices of surgery do not always restore nor- 
mal function or physiological chemistry. Gastro- 
intestinal conditions need occasional observation 
quite as much as cured consumptives or those who 
have had dystrophies and dysfunctions. We urge 
prenatal and post natal care, and by the same 
token, preoperative and post operative observation 
and treatment. 

It is none too well known that the visceral con- 
gestions of organic heart disease play an important 
part in the mechanism of gastro-intestinal cases, or 
that treatment of the causative factor may afford 
some relief to the patient. 

Even those who see quite a large number of 
gastro-intestinal problems may overlook the im- 
portant fact that the depressions of nerve tone 
occasioned by fatigue, either physical or mental, 
are important causes of gastric and_ intestinal 
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atony. Since most people lead an indoor life, it is 
quite evident that the farther people depart from 
physical activity, the more artificial becomes the 
life, the less regular and natural become the func- 
tions and the more abnormal the body fluids upon 
which the nutrition of all the tissues depend. This 
is in the rough, the abstract philosophy of the fact 
that out of door folk have the more natural physi- 
ology, provided that this is not disturbed by indis- 
cretion or the hardships of exposures, At the end 
of a suitable summer vacation one can eat foods 
which would bring disaster if taken while the indi- 
vidual was living the accustomed sedentary life. 

The consideration of facts such as these may 
bring success in cases which, before a complete 
physical and gastro-intestinal examination, seemed 
to have organic lesions. 

Our present knowledge of organotherapy may 
be of assistance in the understanding of problems 
of intestinal stasis with its concomitant toxemia, 
for it is well known: that in hypothyroidism the 
gastro-intestinal system shares in the general asthe- 
nia and depressed functions of myxedema and its 
cogeners. 

The administration of thyroid extract may assist 
in such cases, but it should not be the only form 
of treatment. The same is true also of the use of 
vaccines, but it must be remembered that in intes- 
tinal toxemia, a variety of organisms may be ac- 
tive, that these organisms have not developed pro- 
tective antibodies, and that it is not practicable to 
immunize the system against a variety of bacteria 
at one and the same time. Impartial review of the 
present state of organo and immunizing therapy 
would seem to show that the application of this 
branch of therapeutics has declined with degrees 
commensurate with other specialties. The local use 
of various lactic acid ferments and bacteria is fre- 
quently followed by striking results, but without 
the realization of the unwarranted conclusions of 
Metchnikoff and Lalonde. 

The fluroscope is now very generally used in 
gastro-intestinal diagnosis, and while it is true that 
with constant and interrupted practise afforded by 
a few very large clinics a very high degree of pro- 
ficient accuracy may be acquired, it is equally true 
that those of us who do not see such a large num- 
ber of cases cannot be so confident in its use. It 
is in the area of the duodenum and pars pylorica 
that films showing good detail are of great use in 
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diagnosis and for recording. The writer has seen 
some very extensive duodenal lesions diagnosed as 
such by films, and proved by subsequent operation 
overlooked by well known observers, and is con- 
vinced that films are often necessary for correct 
diagnosis. 

Likewise, some observers claim astonishing pro- 
ficiency in the diagnosis of cholecystitis and chole- 
lithiasis. The usual work done in hospital and pri- 
vate laboratories would allow about 50 per cent. 
rather than 90 per cent. of correct findings. 

One must severely criticise current publications 
for many illustrations which are absolutely worth- 
less because of lack of clearness and definition. 
Even the work of some hospitals is of such a qual- 
ity as to admit of doubt in some cases. Instead of 
belittling the work of the technician, we should 
make more of him, seek to interest him in the 
cases, invite him to observe operating room find- 
ings, and in every way assist him to perfect his 
technique, and in this way encourage the produc- 
tion of better radiograms and more correct inter- 
pretations. We have within very recent years seen 
radiograms accepted and conclusions drawn from 
them that were unwarranted, and would urge all 
the radiographic evidence possible for the solution 
of each abdominal problem. The X-ray has done 
more to enlarge and clarify our comprehension of 
this branch of medicine than any other method, 
and there is hardly any branch of medical study in 
which it is not of value. 

As may have been observed, there is hardly any 
other branch of medicine, save perhaps the untir- 
ing mechanical skill and estimations necessary in 
orthopedic surgery, or the exhaustive inquiries 
necessary in neurological investigation, in which 
more painstaking care is necessary than in abdom- 
inal and gastro-intestinal diagnosis, yet the re- 
sults, be they surgical or medical or a combination 
of the two, surpass any heretofore known. 

Dr. Matruews: Mr. President, I haven’t any- 
thing special in the line of a paper, but, as you 
called on me, I remember a rather interesting case 
which happened quite recently, which illustrates, 
perhaps, some of the mistakes that we all make: a 
man who had had for years gastro-intestinal symp- 
toms that were marked and undoubted, and he had 
been treated by various men, and in the course of 
his treatment developed a case of quite marked 
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argeria as well, but that is a little away from the 
point I wished to bring out. 

The interesting feature is that he had been 
admitted to the hospital on several occasions and 
X-rays had been taken, and on the last admission 
to the hospital the X-rays were perfectly negative, 
the gastro-intestinal conditions were reported ne- 
gative, and the symptoms had subsided. The man 
died a cardiac death, and on necropsy a very large 
ulcer was found in the first portion of the duo- 
denum, close up against the pancreas, and the 
ulcer was as large as a silver dollar. The pancreas 
formed the background. 

This, perhaps, is not really in line with the paper 
of Dr. Chapman’s, but is an interesting and in- 
stuctive case. 


PROBLEMS AND RESULTS IN THE USE 
OF INSULIN IN DIABETES* 


By 
Avex. M. Burcess, M.D., 
ProvipENceE, R. I. 


The introduction of insulin in the treatment of 
diabetes mellitus constitutes an advance of such a 
spectacular character that there are probably very 
few practitioners of medicine who are unfamiliar 
with the object and to some extent the methods of 
its use. It is possible, however, that there are some 
medical men in Fall River, as I know there are in 
Providence, to whom the practical application of 
insulin in enabling the diabetic to meet many of the 
vicissitudes that fall to his lot is not a subject that 
is so familiar as to be boring. It is possible that 
these men listening to a discourse on this subject, 
if it be clear, concise and not too lengthy, will es- 
cape that most pitiable of human conditions that 
can affect the tired medical mind; namely, that 
state in which the conscientious attempt to remain 
politely and attentively awake ever and anon gives 
way to the irresistible onslaughts of Morpheus. It 
is to such rare souls, if such there be in this assem- 
blage, to whom I principally address myself in the 
hope that here and there among my remarks they 
may find ideas at least a little unfamiliar and per- 
chance worth while, trusting that the rest of you 
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may from time to time come upon something 
which, like the periodic insulin injections of which 
] speak, may ward off the onset of the deadly 
coma. 

Far be it from me to attempt a discussion of the 
essential nature of insulin, its preparation or its 
action. You are doubtless familiar with the funda- 
mental facts as set forth by Banting, McLeod and 
their co-workers. Suffice it to say that in giving 
insulin the physician is attempting to replace the 
missing secretion of the pancreatic islet cells in the 
blood stream of his patient, and in doing so as far 
as possible to imitate the normal condition ; that is 
to have the insulin present in sufficient concentra- 
tion when it is needed and not in excess. As you 
know, the injection of insulin is followed by a drop 
in blood sugar during the next two or three hours 
which gradually returns to normal, while the inges- 
tion of carbohydrate food is accompanied by a rise 
in blood sugar which also returns after a variable 
time to the original concentration. In the normal 
human being the absorption of carbohydrates ap- 
parently causes a sufficient quantity of insulin 
from the patient’s pancreas to be poured into the 
blood stream to prevent anything but a slight rise 
in blood sugar. In the diabetic it is the object of 
the physician so to regulate the administration of 
insulin that its concentration in the blood will be 
sufficient to prevent an abnormal rise in blood 
sugar after the ingestion of food and the appear- 
ance of glycosuria, and at the same time not to 
bring about a fall in blood sugar to the point of 
causing symptoms, the hypoglycaemic reaction. In 
patients who are being maintained on a high carbo- 
hydrate diet by large doses of insulin, it is quite 
possible for hypoglycaemic reactions and glycosu- 
ria to occur at different times on the same day, 
according as the insulin factor or the carbohy- 
drate factor preponderates in the blood at any 
given time. Thus a delay in the digestion and ab- 
sorption of a meal may allow the previously ad- 
ministered dose of insulin to cause a marked drop 
in blood sugar, which may later be followed by a 
marked rise even above the kidney threshold as 
the delayed absorption finally takes place and the 
concentration of insulin in the blood simultaneous- 
ly diminishes. This makes it evident that isolated 
blood sugar determinations on a patient who is on 
insulin are of little value in judging the progress of 
‘treatment. It is the fashion of the day to talk in 
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curves. If, then, we choose to say that an insulin 
injection causes a fall of blood sugar which is 
represented by a downward curve gradually 
returning upwards to the starting point, and the 
ingestion of food is followed by an opposite curve 
rising abruptly and then gradually falling to the 
normal, we may say that our object is to make the 
two curves cancel each other and result as nearly 
as possible in a straight line. Much readjustment 
of the dosage of insulin as well as the timing of the 
doses is at times necessary before satisfactory 
results are obtained. 

Let us then consider the main object of treat- 
ment in diabetes. When we realize that such 
matters as ridding the diabetic of the symptoms of 
the untreated disease, protecting him from acidosis 
in case of infection, accident, or operation and 
bringing him back from even profound coma are 
merely incidents in the treatment, we must hold as 
the main object of our efforts the maintenance of 
the patient in such a condition of health that he can 
follow his normal ocupation and be a useful 
member of society. This means that he must be 
given a diet of sufficient caloric value to maintain 
his weight and strength while he pursues a useful 
and appropriate occupation, and at the same time 
a diet so constituted that neither an abnormally 
high blood sugar nor acidosis results. To accom-- 
plish this in diabetes of a severe grade insulin is of 
course necessary. 

In the Diabetic Clinic at the Rhode Island Hos- 
pital Out-Patient Department we have adopted 
certain arbitrary standards which we attempt to 
fulfill in case of every adult diabetic. These 
standard conditions which we believe should be 
successfully carried out in the maintenance of 
every patient before we can consider that the 
object of our treatment has been attained are as 
follows: 

1. A diet furnishing at least 
(a) 35 calories per kil. of body weight. 
(for light work—more for heavy work) 
(b) 1 gram of protein per kilo. of body 
weight. 
(c) 100 grams of carbohydrate as such. 

2. Sufficient insulin to keep the urine sugar-free. 

provided insulin is needed. 

In case of the severest diabetics it has been 
found unwise to hold the above standards on 
account of the very large doses of insulin required. 
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In our clinic three such patients are being main- 
tained on a much lower carbohydrate intake. In 
such cases we are careful that the ratio of the fat 
in the diet to the total carbohydrate does not 
exceed the antiketogenic ratio determined by 
Woodgatt and others—that is to say that the total 
fat should not be higher in relation to the total 
carbohydrate than as 1.5 is to 1. (We consider 
the total carbohydrate to be 100% the carbohy- 
drate as such in the diet plus 58% of the protein 
and 10% of the fat.) For example; a boy of 14 in 
the clinic is maintained on a diet of approximately 
CH-86-P-63-F-106. He weighs at present 88 
pounds or 40 kilos. The above diet yields 1556 
calories or about 39 calories per kilogram. On this 
diet he has gained normally in weight and attends 
high school. He takes 45 units of insulin daily— 
15 units before each meal. The total carbohydrate 
of his diet computed in the manner noted above is 
approximately 121 grams so that he could be 
allowed much more fat (up to 181 grams) before 
the antiketogenic ratio of fat to carbohydrate 
would be exceeded. 

The above computations of course assume that 
the patient is utilizing all his carbohydrates and 
does not show a glycosuria or marked hyper- 
glycaemia. It is, however, interesting to note in 
the case of the boy just cited that he is never sugar- 
free in the morning while living at home. A series 
of tests made throughout the day shows that the 
urine passed just after breakfast usually shows a 
4 plus test for sugar and often a little acetone and 
diacetic acid. By noon the sugar is usually reduced 
to 1 plus or is absent and the diacetic acid is absent. 
For the rest of the day he is sugar-free but by the 
next morning the sugar has invariably returned. 
This patient frequently makes out a record of tests 
on single specimens passed the day before he comes 
to the clinic, including the time of each passage of 
urine, the tests for diacetic acid and sugar on each 
specimen, the time and dosage of each insulin 
injection and the record of each meal, including 
the time it is taken and its composition in carbo- 
hydrates, proteins and fats accurately figured to 
the fraction of agram. He is a good example of a 
severe diabetic under treatment and despite his 
glycosuria every morning, has gained in weight 
and strength and has been transformed from a 
bedriden invalid to a normal high-school student 
of healthy appearance. It is only fair to say that 
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the even tenor of his way has been frequently 
interrupted by various mild infections and that 
altogether he has been admitted to the hospital 
seven times. When admitted he invariably requests 
the service to give him a midnight dose of insulin 
and when this is done he remains sugar-free 
throughout the twenty-four hours. 

I shall have occasion to refer to this patient 
again as he represents a very high type and one 
with whom fairly accurate work can be done in the 
home. After all it is the permanent care which 
the patient can be taught to take of himself in his 
own home that is important. In dealing with the 
patient of average intelligence we must realize that 
the figures which we so glibly record on our charts 
are merely rough approximates of what the patient 
is actually getting, even after months of teaching. 
Considered in that light, however, and always 
allowing for a certain degree of inaccuracy we 
can really accomplish a great deal in dealing with 
the majority of patients—even those of a relatively 
low grade of intelligence. The key to the situation 
is of course the patient’s ability to grasp the simple 
facts presented to him and his willingness to do his 
part. 

In our clinic we have recently been classifying 
all patients according to (1) intelligence and (2) 
spirit of co-operation. The letters A. B. C. and D. 
are used to indicate four grades of intelligence, 
and the figures 1, 2, 3 and 4 to indicate four cor- 
responding grades of conscientiousness in co-op- 
eration. There are a number rated A 1, in whom 
the results of treatment are naturally excellent. 
The boy whom I have just referred to is an 
example of this grade—and I believe would not be 
alive at all if he were not up to this rating. To be 
rated A 1 a patient must be able accurately to com- 
pute his diet and to weigh his food—and must be 
willing to do so permanently if necessary. He 
must be able to give himself insulin properly and 
must know the danger signals in relation to his 
disease and must act accordingly if occasion arises. 
There are also several D 4 patients who come to 
the clinic. The only reason that they continue to 
live is that they are blessed with a very mild type 
of the disease. The average clinic patient is rated 
from C 3 to B 2, and with these patients much can 
be accomplished. In many instances after working 
with a patient for some time his spirit of co-opera- 
tion will so improve that we are glad to improve 
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his rating. We have also noted that an attack of 
severe acidosis with threatened or actual coma in a 
patient who has been unwilling to do his part has 
at times instilled a wholesome fear and resulted in 
the establishment of a permanently improved spirit 
of co-operation—grade 1. 

We do not hesitate to advise those patients who 
need insulin to use it in their own homes. They 
are carefully instructed in the sterilization of their 
syringes by boiling and the method of injection, 
and at all times the Providence District Nursing 
Association stands ready to send a nurse to the 
house to complete this instruction and to help in 
the administration for a few days. In the many 
thousand insulin injections by patients in their 
homes for which we have been responsible we have 
seen but one case of infection. That was rather a 
severe sepsis which occurred in the young patient 
who has been already discussed and which required 
surgical treatment. 

Although much progress has already been made, 
insulin treatment must still be regarded as in its 
infancy. Many problems remain to be solved. 
Furthermore, many erroneous ideas in regard to 
its action and use have grown up in the lay mind 
and need correction. One of the commonest of 
these is the notion that once insulin has been used 
by a diabetic he will always be dependent upon it. 
The contrary of course is true. The initial use of 
insulin in adequate doses by sparing the patient’s 
own pancreas tends to bring him up to his maxi- 
mum tolerance, i. e., the point at which he needs 
the least insulin (or none at all), in the minimum 
time, 

This brings us the question of the possibility of 
actual regeneration of the islet tissue under insulin 
treatment. McLeod has called attention to what 
appears to be adequate evidence of such regenera- 
tion in experimental animals. Joslin has cited 
clinical experience which suggests that the same 
thing may happen in the diabetic. In the case of 
J. T., the young boy who has already been men- 
tioned, the records show that in December, 1923, 
he was taking a diet of CH 34-P 56 & F 83—total 
calories 1117. This means a total CH value of 74— 
33 calories to the kilogram. Weight 76 lbs, Insulin, 
45 units in three doses. At this time we believed 
that he had practically no pancreatic function as 
far as insulin production was concerned. By No- 
vember, 1924, he was taking CH 86-P 63 & F 106— 
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total CH 133. Weight 86 Ibs. Insulin still 45 units. 
in three doses. Thus it seems that there is a reason- 
able probability that if sufficient insulin is used 
continuously the strain may be to some extent 
removed from the remaining islet tissues of the 
pancreas and then regeneration may take place. 

What are the results of insulin treatment? It is 
too early to try to answer this quéstion except 
incompletely. We can, however, say that the 
lengthening of the span of life of the average dia- 
betic and the enabling of even severe cases to 
return to their normal place in the world (even at 
times to the point of 100% efficiency) may be con- 
sidered as the main achievement. Further, nothing 
can be much more striking than the abatement of 
diabetic coma under insulin treatment—a_ thing 
which is now rather a common occurrence. Practi- 
cally we can say that by the use of insulin severe 
diabetes is transformed, while insulin is continued, 
to mild diabetes. : 

It may be of interest to note what has been 
accomplished at the Rhode Island Hospital during 
the past two years in this field. The clinic has 
grown tremendously so that the list of active cases 
now number 170, 68 of whom were admitted in 
1924. Of these, but twelve, or considerably less 
than ten percent are on permanent insulin injec- 
tions. With the exception of three patients in 
whom insulin is used permanently because theirlow 
mental status has made it impossible for them to 
succeed in keeping themselves in condition without 
its use, these are all severe diabetics. One was in 
coma for 14 hours. All but four members of this 
group are in adolescence or young adult life and 
all are engaged in their normal occupations, with 
one exception. One, a “husky” young athlete, 
played quarter back on a footbal team this fall. 

My private records show that the last 80 dia- 
betics that I have seen—all since the advent of 
insulin therapy—49 have received insulin at some 
time or other and twenty-two (or over 25%) are 
on permanent insulin. The 10 deaths in diabetics 
that have occurred in my practice since the intro- 
duction of insulin have been due to the following 
causes : 

Pneumonia 

Acute Appendicitis and uraemia 

Infected amputation stump and uraemia 

Pyo-pneumothorax (occurring 14 days after 
recovery from coma) 
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Bronchitis (death probably hastened by over- 
dosage of insulin) 
Spinal anaesthesia 
Acute cardiac dilatation 
Infected feet plus uraemia (amputation re- 
fused ) 

Besides these eight, one patient was allowed to 
lapse into coma and die by withholding of insulin 
because of the existence of a complete hemiplegia 
and marked mental deterioration which made real 
recovery impossible. 

One patient died while on a visit away from 
home, and the cause of death has not been deter- 
mined. 

Three of the above patients were admitted in 
coma and recovered from this coma with use of 
insulin. 

I have also seen one patient die during the pas- 
sage of a stomach tube when an attempt was being 
made to wash out his stomach as a part of the 
treatment of beginning coma. 

Time does not allow a discussion of other phases 
of insulin therapy, as for example, its use in sur- 
gical conditions, in obstetrics and in general infec- 
tions. What I have tried to do is set down my 
impressions simply as the impressions of one man 
working in a sister community on the purely clini- 
cal problems connected with the treatment of dia- 
betes. Others, here and in other communities, 
have doubtless gained similar and more valuable 
impressions. It is my belief that those who have 
had good opportunities to work in this field should 
from time to time report to their colleagues with 
the idea of diffusing among the profession any 
special information that they may have obtained. 
This has prompted the writing of this paper. 

What is the hope for the future? With the 
enormous amount of interest that has been aroused 
in the subject since the production of insulin one 
cannot escape the feeling that further medical 
advance is imminent. Thus far, despite the won- 
ders worked by the subcutaneous use of insulin, 
we must still admit that for diabetes we have yet 
no method of real prevention or cure. 

When new pancreatic islet tissue can be made to 
grow and function and the supply of natural insu- 
lin in the patient’s blood stream permanently in- 
creased, even if by successful grafting of pan- 
creatic tissue from another individual, then we can 
say diabetes can be cured. To the severe diabetic 
with his repeated insulin injections and galling 
dietary restrictions, surrounded as he is by the 
spectres of infection and accident, we may say, 
“Hold hard, friend, and endure yet a little longer, 
for the efforts of earnest men the world over may 
yet bear fruit that is sweet to your lips, and the 
thing that you wish—the true release from your 
thraldom—amay yet come to pass.” 
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City Hospitat. 
News Items. 


Six hundred and nine cases of scarlet fever 
were discharged from the Hospital last year, the 
largest number yet treated in any one year. The 
outbreak was mild and of this number only nine 
patients died, a fatality rate of 1.5%. 

The following men began interneships in Jan- 
uary, 

Dr. Julius Kelley, | Dr. Edward Goodwin, 
Dr. Roy Benton, Dr. Sidney Simons. 

Four house officers finished their services Jan- 
uary first:. Dr. Abraham Small, to begin practice 
of Pediatrics in Brookline, Mass.; Dr. Herman 
Lawson and Dr. Davis Gallison, to begin service 
at the Rhode Island Hospital; and Dr. Fred 
Morse, Jr., to return to his studies in the School 
of Public Health, Harvard University. 

The following were appointed Consulting and 
Visiting Physicians for the ensuing year: Joseph 
M. Bennett, M.D., Frank T. Fulton, M.D., Halsey 
DeWolf, M.D., Edmund D.Chesebro, M.D., Frank 
L. Day, M.D., George S. Mathews, M.D., Pearl 
Williams, M.D., Edgar B. Smith, M.D., John W. 
Keefe, M.D., Gardner T. Swarts, M.D., John T. 
Farrell, M.D., N. Darrell Harvey, M.D., Frederick 
T. Rogers, M.D., George W. Van Benschoten, 
M.D., George L. Shattuck, M.D., John E. Donley, 
M.D., Harvey B. Sanborn, M.D., Murray S. Dan- 
forth, M. D., Roland Hammond, M.D., Albert H. 
Miller, M.D., George T. Spicer, M.D., Michael J. 
Nestor, M.D., Alex Burgess, M.D., Prescott T. 
Hill, M.D., Henry J. Gallagher, M.D., Maurice 
Adelman, M.D., A. Rowland Newsam, M.D., Carl 
D. Sawyer, M.D., Nat H. Gifford, M.D., Eric P. 
Stone, M.D., J. Edwards Kerney, M.D., Bertram 
H. Buxton, M.D., James A. McCann, M.D., Ira 
H. Noyes, M.D., Hilary J. Connor, M.D., Fred- 
erick J. Farnell, M.D., James W. Leach, M.D., 
William C. Muncy, M.D., Antonio C. Ventrone, 
M.D., Henry E. Utter, M.D., Harold G. Calder, 
M.D., Walter C. Robertson, D.M.D., Raymond G. 
Bugbee, M.D., Henry S. Joyce, M.D., William W. 
Cummings, M.D., John T. Pinckney, M.D., Wil- 
liam C. McLaughlin, M.D., Jeffrey J. Walsh, 
M.D., Francis B. Sargent, M.D., Michael J. 
O’Connor, M.D., Earl A. Bowen, M.D., George 
W. Waterman, M.D., Alfred F. McAlpine, M.D., 
John G. Walsh, M.D., Anthony Corvese, M.D., 
Edward S. Cameron, M.D., William A. Mahoney, 
M.D., Alfred R. Potter, M.D., John T. Monahan, 
M.D., Robert M. Lord, M.D., William A. Mulvey, 
M.D., Reuben C. Bates, M.D., Professor Frederick 
P. Gorham. 

The Hospital has been selected by the American 
Medical Association as an approved institution for 
post graduate training in infectious diseases. 
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EDITORIALS 


DR. G. EDWARD BUXTON. 


The death of Dr. G. Edward Buxton removes 
from our midst one of the most respected and 
revered of the old physicians of our Society. We 
use the terms with reverent heart and tender re- 
gard. The greater portion of his professional life 
was spent in this community, which is the richer 
for having known him. He was truly of the type 
of the “physician militant.” The entrance of our 
country into the World War, with its attendant 


drain upon the civilian medical resources, forced 
him to defer his intention of laying down the bur- 
den of an active professional life, and with char- 
acteristic disregard of his own desires and com- 
fort, Dr. Buxton “carried on” until peace and 
happy reunion made it possible for him to retire 
to the long anticipated enjoyment of home-life and 
the quiet of his library. Even to the setting sun of 
his long life, Dr. Buxton retained that eager in- 
terest and youthfulness of spirit that endeared him 
to all of us privileged to know him well. Friend- 
ships with men of his own era were strong and 
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abiding, while he delighted in the companionship 
of the group of younger physicians. And his pass- 
ing brings sorrow to his surviving contemporaries 
not alone, but also to hosts of young men who 
loved him and whom he loved. 


ETIOLOGY OF SCARLET FEVER. 


The quest forthe organism which causes scarlet 
fever has been pursued for many years. From 
time to time some bacteriologist has announced the 
discovery, but none have been confirmed by other 
investigators. The recent investigations of Dr. and 
Mrs. Dick of Chicago, however, seem to have 
solved the problem. While their conclusions 
should, perhaps, not be fully accepted until their 
work has been confirmed, to those most familiar 
with the disease, it seems probable that a hemo- 
lytic streptococcus discovered by them is the cause 
of the disease. ; 

From an infected finger of a nurse who was 
suffering from scarlet fever, they isolated a hemo- 
lytic streptococcus, and successfully inoculated 
several human beings. The persons infected were 
both city and country residents. The disease pro- 
duced was typical scarlet fever, clinically. 

Up to the present time, most experiments have 
been made upon animals, and, in spite of positive 
claims, it is doubtful whether successful inocula- 
tions have ever been achieved. Human inocula- 
tions have been carried out before in a few in- 
stances, but the material used has been either the 
secretions of the nose and throat, desquamating 
epithelium, or blood. The disease has been pro- 
duced by using the secretions of the nose and 
throat, but not by the other two agents. 

A few years ago, Mallory and 
lated some hospital orderlies with an organism 
thought to be the cause of the disease, but the 
results were negative. Dr. and Mrs. Dick are the 
first to produce the disease in humans by using a 
definite bacteriological agent. 

There are different varieties of hemolytic strep- 
tococci, and up to date there has been no labora- 
tory method devised to detect the scarlet fever 
variety. At first it was thought that this organism 
could be differentiated by its action on mannite, 
but it was later found that this was not true, after 
different strains had been tested. At the present 
time there is no way to detect, with accuracy, the 
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scarlet streptococcus except by human experiments. 

That some method will soon be discovered is to 
be greatly hoped, for it would aid greatly in the 
diagnosis of the disease and the termination of 
isolation. When this is achieved, scarlet fever will 
be put on the same basis as diphtheria in these 
respects. 

A method of determining scarlet fever immu- 
nity, as the Schick test does for diphtheria, has 
been developed by the Dicks. It is called the Dick 
test, and consists of the intradermal use of a solu- 
ble toxic filtrate obtained by the culture of scarlet 
fever streptococcus. In the hands of Zinglher and 
others it seems to be valuable in determining sus- 
ceptibility. The reliability of this test toxin can 
not be vouched for because no satisfactory method 
of measuring the toxin has been found. The test 
toxin now employed is a dilution which will pro- 
duce a positive skin test in susceptible children, but 
a negative one in scarlet fever convalescents. 

To physicians, the development of antitoxin for 
the disease is of great interest. Already two types 
of such sera have been made available to some 
extent. The first was made by Dochez of New 
York City. His was made by burying subcutane- 
ously in horses an agar growth of the scarlet fever 
hemolytic streptococcus. The most favorable re- 
sults from the use of this serum have come from 
the New Haven Hospital and published by Blake, 
but his results have not been confirmed by others. 
In the hands of others, its efficacy, if any, has not 
been constant. At present, scarlet fever is very 
mild, and a hospital mortality of 1.5 per cent. is 
not uncommon. To draw conclusions, it should be 
used on a large number of serious cases. 

The Dicks have also put up a serum obtained 
from horses which have been inoculated with the 
scarlet fever streptococcus toxin. It is now on the 
market, as is Dochez serum. In a recent article, 
the Dicks frankly say that if scarlet fever serum 
or whole blood is not available, then their serum 
should be tried. 

There are two reasons why the profession 
should hesitate to put too much faith in these sera 
produced either by the agar growth or toxin 
method. Up to the present time there has not been 
found any accurate method of determining the 
strength of the antitoxin. The method used is te 
test it on the skin of patients suffering from scar- 
let fever in the rash stage, or by mixing toxin and 
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serum and using the mixture for skin testing on 
persons known to be susceptible. It will occur to 
any physician that these are not very reliable 
methods. 

Secondly, it is well known that attempts to pro- 
duce an anti-streptococcus serum of any kind has 
met with very little success. It is, however, fair 
to assume that it will not be long before a method 
of isolating the scarlet fever streptococcus will be 
found, and that an anti-serum of real value will be 
produced. 


PARENTAL RESPONSIBILITY. 


Is it any wonder that children develop so many 
bad habits and become a source of concern to 
their parents, and often a problem to the com- 
munity, when we realize the lack of preparedness 
shown by most parents? This business of parent- 
hood, called by some the “greatest job in the 
world,” is a mighty serious question. 

Many parents air their quarrels before their 
children, show their contempt for law, and use 
language about their neighbors that is far from ele- 
gant, and if the children develop any of these fail- 
ings, the poor children are punished. Parents do 
not realize that childhood is an age of plasticity 
and of initiativeness, and that the children, in. their 
desire to receive approbation, will follow the lead 
of the parents. 

The physician can help a great deal in training 
the parents to see their responsibility. Especially 
to the mother, who spends more of her time with 
the children, can he prove that, under certain con- 
ditions, she is the one that needs the punishment. 
The father, also, should be made to realize that his 
responsibility is more than an economic one, and 
by his actions and advice he can help his children 
to develop proper habits and proper points of view 
so that they may become useful citizens, fitted to 
take their proper place in their community. 


THE STATE HOSPITAL FOR MENTAL 
DISEASES.* 


By ArtHur H. Harrineton, M.D. 


I am requested to make some remarks upon the 
psychiatric work of the State Hospital for Mental 


*Read before the Medico-Legal Society of Rhode Island 
at the State Institutions, Thursday, October 30, 1924. 
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Diseases at Howard, Rhode Island. I will con- 
sider this from two standpoints, the intra-mural 
and the extra-mural. A few years ago we were 
not considering the extra-mural work of the Hos- 
pital because its bearing upon the public care of 
mental diseases had not been realized. The original 
function of our State Hospital, as of any of the 
state hospitals in the country, was, in the main, 
custodial. A change has come about in this re- . 
spect, due to several factors. We are getting away 
from the technical definition of the word “in- 
sanity” and are receiving into our Hospital num- 
bers of patients who have comparatively unob- 
structive symptoms, which are, nevertheless, mani- 
festations of a disordered mind. In these condi- 
tions the patients are just as much in need of 
special care as the more frank cases of mental 
disease. Many such cases after a brief sojourn in 
the Hospital can be paroled and live in the com- 
munity, a considerable number of them remaining 
under hospital visitation for an indefinite time. 
Moreover, some cases, which in former years 
would have remained in the Hospital the remainder 
of their lives, can, by the agency of social service, 
be successfully adjusted outside of the Hospital. 
Many thousands of dollars have already been 
saved to the state by the social service department. 

Social service has brought the Hospital into 
close community relationship. Social service-can 
sometimes rehabilitate the whole family group and 
prepare a proper environment for the patient who 
is to be paroled. 

There are certain patients that are being allowed 
to leave the Hospital who are suffering from some 
physical condition which needs attention. There 
is, through a helpful arrangement provided by the 
State Public Welfare Commission, a physician in 
general practice, who is attached to institution ser- 
vice, who visits such patients or sees them at her 
office. 

Out-patient clinics have been held in Providence 
by the medical staff of the Hospital since 1915. 
The object has been to see former patients and 
their relatives or friends and give them further 
advice if necessary. Persons are also referred to 


‘the clinics who have never been patients at the 


Hospital but who need such advice as a specialist 
in mental diseases can give. 

It can be seen from the above how wide the 
possible range which the activities of this Hospital 
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may take. It should be the practice, therefore, 
undoubtedly, to bring the State Hospital into 
active relationship with the community. The day 
is passed when the function of this Hospital should 
be limited to what can be done within its walls. 

In the modern conception the community work 
of a hospital for mental diseases is one of its essen- 
tial functions, the carrying out of which becomes 
both a social and an economic asset. 


Coming to the intra-mural activities of the Hos- 
pital the medical work addresses itself to the phy- 
sical as well as the mental difficulties of the patient. 
In fact, in psychiatric work today we regard both 
the physical and the mental as so intimately related 
that one of the first efforts is to improve the physi- 
cal condition of the patient. A critical physical 
examination is made of each patient as well as the 
mental and the treatment outlined. The com- 
plete aim of the study of the individual in the first 
instance is to arrive at the problem which each 
individual presents from the medical, the economic 
and the social standpoints and the adoption of a 
plan for the solving of the whole situation. 

From the medical standpoint we are aiming in 
our organization and equipment of the Hospital 
to carry out all of the accepted advancement which 
science offers, For one thing, with this end in view 
there has been worked out at this Hospital a defi- 
nite plan for the study of every case admitted by 
joining up the bedside study of the patients by the 
ward physician with laboratory investigation. The 
economic and social aspects of each case require 
ward physician with laboratory investigation. The 
department at this Hospital was’ established in 
1916, and at the present time is a very active one, 
and today is of vital importance to both the intra- 
mural and the extra-mural work of the Hospital. 

The above features of the Psychiatric Work of 
the State Hospital for Mental Diseases have been 
given a brief notice only for the reason that I 
desire to bring before this Society a subject which 
I regard as highly appropriate for the considera- 
tion of the Rhode Island Medico-Legal Society, 
and because we have before us a problem which 
needs to be solved. It is one which cannot be 
solved by the Superintendent of the Hospital, nor 
even by the State Public Welfare Commission 
alone. It will undoubtedly require the authoriza- 
tion of the General Assembly and behind that the 
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support of the people, and especially a body of 
medical men. The subject is, 


The Problem of the “Criminal Insane.” 


The words “Criminal Insane” constitute a term 
which has made its way into psychiatric literature. 
Not infrequently the adjective phrase “so-called” 
precedes the words “Criminal Insane.” Whichever 
expression is employed it designates a group of 
individuals who by misdemeanor or felony have 
brought themselves into conflict with the law, and 
in whom, at some period, the manifestations of 
mental disease have become apparent, or in whom 
the question of mental disease is raised. 

There also occur in psychiatric literature the 
words “Insane Criminal.” This term applies specifi- 
cally, according to customary usage, to individuals 
convicted of crime, or who are undergoing sen- 
tence and who subsequently are found to be men- 
tally diseased. However, the words “Criminal 
Insane” are often used to describe the whole group 
and while not entirely satisfactory it is the best 
term proposed thus far. 

The first observation to which attention is called 
is that mental disease may be an episode in the life 
of acriminal. On the other hand, so-called crimi- 
nal acts may be an incident in the life of a mentally 
diseased person. In either case as soon as mental 
disease is found to exist beyond a doubt, then, 
according to enlightened opinion, all procedures 
which the law has undertaken as an extraction for 
the crime should abruptly halt for the time being, 
at least, pending possible recovery from the mental 
disease. Two features enter into the situation. 
One is that society must now be protected from a 
“Criminal Insane Person,” and humane practice 
dictates that he must receive the same quality of 
treatment for the mental disease as should be 
accorded to any person whatsoever. Safe custody 
for this class means such construction and such 
methods of surveillance as will effectually guard 
against escapes and also provide against unfortu- 
nate occurrences within the institution in dealing 
with this difficult class. At the same time the 
equipment and the personnel must be at hand for 
the medical treatment of the patient, both physical 
and psychiatric. 

Rhode Island has never adequately provided 
these. Thus far the expediency of the moment has 
dictated such measures as we have, which fall far 
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short of meeting the conditions in an adequate 
degree. 

It is not an infrequent occurrence that in this 
State, the community, men, women and children, 
are put into a state of fear and anxiety by the 
knowledge or by an announcement in the public 
press that a notorious criminal insane person is at 
large, having escaped from the State Hospital for 
Mental Diseases. The Hospital is roundly criti- 
cized for allowing such occurrence. 

In 1907 there escaped from the State Hospital 
for Mental Diseases at Howard, Rhode Island, a 
criminal insane patient. This created alarm in the 
community. The Providence Journal at that time 
printed the following : 


“The time has arrived when the State 
Authorities should provide an ample and 
strongly built ward for the safe-keeping of 
the criminal insane, The State is confronted 
by an condition not a theory and this is a 
condition which can not be temporized with. 
There are not proper accommodations for 
the care and safe-keeping of the criminal 
insane and it is because of the lack of a 
properly constructed and maintained ward 
for the detention of this class that such men 
give the institution great concern and give 
rise to public apprehension.” 


Since 1907 this same patient has escaped eight 
times. The last time was in July, 1923. On that 
very day a child about seven years old disappeared 
from his home and its body was found near a pond 
and it bore marks of a pecular type of mutilation. 
This incident was at once connected wth the escape 
of this patient. We have subsequently learned 
that seven days after the escape of this patient 
from this Hospital he was admitted to an institu- 
tion in another State. He had assumed a false 
name and his identity was not disclosed for a 
period of fourteen months. In that fourteen 
months he escaped from the State Hospital where 
he was confined on four different times. He 
finally disclosed his real name and was returned to 
this Hospital, where he is now, and from which, 
in spite of all that we can do under our present 
conditions, he may continue to escape. 

Other cases of the criminal insane at the Hos- 
pital have escaped numerous times. In a few 


instances months and years have passed before the 
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return of these patients, and in a few cases they 
have never been heard from. 

The State Hospital is not a Custodial Hospital in 
the proper sense of the term. Its construction does 
not enable us to make it such. The principle of 
today in caring for the usual type of mental cases 
is not to place them in seclusion and restraint but 
to give them as much liberty as possible. It is an 
incongruity and will always amount to failure to 
try and carry out the modern ideas of the treat- 
ment of persons sick along side of a strictly custo- 
dial system, such as must be the practice for the 
Criminal Insane. This fact was recognized several - 
years ago when the question of safe keeping of an 
extremely dangerous criminal insane man came up. 
This man had undoubtedly committed murder, 
robbery and had made criminal assults on women. 
His case did not come to trial because there was a 
suspicion that he was suffering from mental dis- 
ease. A commission was appointed, and this was 
found to be the case. The Board of State Charities 
and Correction, in office at that time, and the 
Attorney General decided that the State Hospital 
was not the place for this man and:a State Law 
was enacted as follows: 

Chapter 108, Section 53, of the General Laws of 
Rhode Island, 1923. 

“The Penal and Charitable Commission, 
(meaning now the Public Welfare Com- 
mission) shall establish an insane ward 
within the limits of the State Prison or of 
the Providence County Jail to be known as 
the prison ward, and shall provide for the 
proper treatment of all persons legally com- 
mitted thereto.” 

Furthermore, the statutes providing for the 
commitments of persons undergoing trial or im- 
prisoned in the State Prison or in Jail may be 
committed by a judge to the Prison Insane Ward 
or to the State Hospital for Mental Diseases. This 
act, it must be seen, was dictated by the necessity 
of the moment. The “Prison Insane Ward” of 
course meant that any cell in any part of the State 
Prison or Providence County Jail should be re- 
garded for the time being as an insane ward. The 
denouncement in this instance shows that we were 
justified in believing that we could not retain this 
man very long in the State Hospital, for within a 
comparatively short time he escaped even from the 
“Prison Insane Ward” and has never been heard 
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from since by anybody in this State as far as we 
know. 

Escapes are not the only difficulty to contend 
with in the care of a group of the criminal insane. 
Among a group of criminal insane there are always 
found a larger ratio proportionately of those types 
of mental diseases which are not accompanied by 
an extreme degree of mental dilapidation. They, 
however, are subjects who have lived to a great 
extent by their wits, so to speak. They have grown 
up from the street often times, and have sometimes 
served numerous terms in prisons and jails. In 
association with criminals they have acquired an 
experience in trying to overcome obstacles between 
themselves and freedom. The worst feature is 
that such men are capable of combining and plan- 
ning concerted outbreaks, something which never 
happens among the non-criminal insane. In several 
instances where a considerable number of the 
criminal insane are confined such outbreaks have 
occurred and have been attended with loss of life. 
In short, no ordinary conditions as they relate to 
hospital construction and surveillance suffice to 
safely control the criminal insane. 

The appointment of a Visiting Psychiatrist to 
the State Prison and Providence County Jail is a 
noteworthy advance, and will undoubtedly result 
in bringing to light a larger number of cases among 
prisoners who are mentally diseased than ever 
before. The result will be that more cases of this 
type will have to be cared for at the State Hospital 
or elsewhere than ever before. The impractica- 
bility of doing this at the State Hospital has been 
shown. The first thought undoubtedly that sug- 
gests itself to many is that a special ward for the 
criminal insane should be established at the State 
Hospital. My personal conviction is that such a 
plan would be a mistake. In spite of all that can 
be said or done there would be more or less mingl- 
ing of criminal insane with the other patients. An 
institution which gives all the liberty possible to 
patients cannot be carried on side by side with a 
strictly custodial building without a mutual break- 
ing down of the non-custodial or the custodial 
principle. In trying to solve this problem we 
should in the first place get away from any measure 
which is just merely expedient. I believe that just 
as soon in the future as this problem can be 
attacked that it ought to be done in a comprehen- 
sive manner which will meet all the requirements 
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of the present on a plan which will allow of in- 
creased accommodations, if in years to come they 
are found necessary. I believe that to provide for 
the criminal insane a site should be selected away 
from the grounds of the State Hospital, and a 
sufficient amount of land should be set aside some- 
where not far from the State Prison for the erec- 
tion of a ward building. Connected with this 
building there should be a generous yard enclosure 
surrounded by a sufficiently strong and high wall. 
This Department should be under the management 
of the State Hospital. It should have single rooms, 
airy day rooms, a hospital bay, and other essentials 
for the proper care of the mentally sick of the 
criminal insane class should be provided for. 

Attendants recruited from the State Hospital 
force could be especially trained for the work of 
caring for such class. 

The experience of several years in caring for a 
comparatively large number of insane criminals in 
another state has entitled me I believe to speak at 
first hand on the characteristics of, the criminal 
insane and on the methods which should be adopted 
for their safe-keeping and their proper medical 
care. Whatever number it is found necessary to 
provide for now will probably increase materially 
within the next 25 years. 


SOCIETIES 


PROVIDENCE MeEpicAL ASSOCIATION 


The regular monthly meeting of the Providence 
Medical Association was called to order by the 
President, Dr. Albert H. Miller, Monday, Feb- 
ruary 2, 1925, at 8:55 P. M. 

The records of the last meeting were read and 
approved. 

The Secretary read a letter from Rhode Island 
Society for Neurology and Psychiatry regarding 
its organization and purpose. Also a letter from 
the Rhode Island Ophthalmological and Otological 
Society inviting members to its February meeting. 

Dr. Roy W. Burton presented in an interesting 
manner a case report from the Providence City 
Hospital with a diagnosis of Scarlet Fever ; nasal, 
faucial, laryngeal and tracheal diphtheria and 
broncho pneumonia. 

Dr. Lucius C. Kingman also gave an interesting 
case report of a case of spina bifida occulta, re- 
cently operated on by him, showing a lipoma with 
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a fibrous cord running down through a defect in 
the fourth lumbar vertebra and then up a short 
way along the spinal canal where it was attached 
to the dura. Later in the evening Dr. George W. 
Waterman showed X-Rays of this case and gave 
the history. 

The paper of the evening was given by Dr. 
Frank T. Fulton on Coronary Thrombosis. He 
first showed a number of lantern slides illustrating 
by X-Rays and photos the injected arterial system 
of the heart and demonstrating that the coronaries 
were not terminal arteries but anastamosed with 
each other. He pointed out that occlusion may 
occur in three ways—by embolus, usually in the 


very young with vegetative endocarditis ; by throm- | 


bosis and by schlerosis. Thrombosis although 
sudden usually follows a pre-existing schlerosis, 
and hence there may be a compensatory blood 
supply developed. The cases may be divided into 
four (4) groups. 

1. With instantaneous death. 

2. With death in a few minutes or hours. 

3. With severe but death delayed days or 

weeks. 

4. With mild symptoms. 

The third group is the most important to recog- 
nize, as it affords a chance for treatment to miti- 
gate the condition. The most constant symptom 
is pain, substernal or radiating, and responding 
only to morphine. Prostation may be extreme. 
There may be nausea and vomiting, and this syn- 
drome often simulates abdominal conditions, The 
pulse varies much in type, and the blood pressure 
which has often been high drops suddenly. There 
is marked shortness of breath caused by exertion, 
not position. A pericardial friction rub is usually 
present at some time, caused by a fibrinous exudate 
over the thrombosed area. Leucocytosis and some 
fever arecommon. The lung signs may vary up to 
pulmonary edema. 

The treatment requires morphia freely, fre- 
quently till toxic symptoms occur and extreme 
quiet. 

Dr. George S. Mathews emphasized the cases 
simulating abdominal conditions. He reported two 
cases. 

Dr, Henry A. Cooke reported three cases. 

Dr. Halsey DeWolf, Dr. Fulton and Dr. Den- 
nett Richardson also took part in the discussion. 

The meeting adjourned at 10:50 P. M. 
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Attendance, sixty-seven (67). 
Collation was served. 
Respectfully submitted 
Peter CHASE, 
Secretary. 


ANNOUNCEMENT 


The Rhode Island Society for Mental Hygiene 
offers two courses of five lectures each on succes- 
sive Monday evenings, at eight o'clock, at the 
Girls’ City Club, 183 Weybosset Street, com- 
mencing February 9, 1925. 

Course No. I, in co-operation with the Provi- 
dence Family Welfare Society on MENTAL 
HEALTH AND Community LIFE. 

Course No. II, in co-operation with the Provi- 
dence Housewives League on MENTAL HEALTH 
AND Home Lire. 

Course No. I. 
Mental Health and Community Life. 

February 9th. “Foreign Immigration and the 

Mental Health Problem.” 
Wa ttTER L.Treapway, M. D., Director Field 
Studies of Mental Health, U. S. Public Health 
Service ; Associate Department of Preventive 
Medicine and Hygiene, Harvard Medical 
School. 

Foreign Immigration has much to do with the 
Mental Health Problem of the community, both 
as regards the exclusion of the mentally unfit and 
the discovery and correction of those factors in- 
strumental in the development of mental disorders 
among the foreign born of this country. 

February 16th. “The Mental Defective as a Social 

Problem.” 
GeorGe L. Wattace, M.D., Superintendent 
of the Wrentham State School. 

Nowadays it is realized that much delinquency 
and other social maladjustment is due to defective | 
minds. Also, if the defective children are early 
recognized it is possible by training and education 
to make many of them assets rather than liabilities, 
and to prevent most of the others, at least, from 
becoming menaces to society. 

February 23rd. “Delinquency and Mental Health.” 
Mrs. VINNIE CRANDALL Hicks, Psychologist 
of the State Board of Public Welfare. 

Feeble-mindedness and Mental Disease are with- 
out doubt responsible for a considerable amount of 
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lawlessness and crime. If the Mentally Defective 
and Diseased are recognized, diagnosed and treated 
not as irresponsible human beings, but as sick ones, 
much suffering and expense to the public may be 
averted. 


March 2nd. “Crime and Crime Waves.” 
A. WarREN STEARNS, M.D., Assistant Pro- 
fessor of Neurology, Tufts Medical School ; 
Chief of Clinic for Mental and Nervous Dis- 
eases, Boston Dispensary. 

Dr. Stearns was for a number of years con- 
nected with the penal institutions of Massachusetts 
and is well fitted to talk on the subject, which at 
present is occupying so much of the public mind. 


March 9th. “Mental Hygiene and Industry.” 
GeorceE K. Pratt, M.D., Assistant Medical 
Director, National Committee for Mental 
Hygiene. 

Dr. Pratt has made an intensive study of the 
Industrial Problems of Mental Health. He will 
endeavor to show how, by placing an individual in 
the position he is mentally as well as physically 
able to fill, and intelligent understanding on the 
part of the employer of the limitations as well as 
the abilities of the employee, much dissatisfaction 
and many neurotic disorders may be avoided. 

Course No. II.. 
Mental Health and Home Life. 


March 16th. “Social Conditions Influencing Home 
Life.” 
Ernest R. Groves, Pu.D., Professor of 
Sociology, Boston University. 

The home is in transition due to changing social 
experience. Marriage and parenthood are in com- 
petition with materialism and love of luxury. New 
standards and greater efficiency are required in 
home-making. Home failure is largely inability to 
adjust to the demands of present day ways of liv- 
ing. Understanding of the néw situation is neces- 
sary to the building of wholesome home-life. 
March 23rd. “Mental Hygiene of the Home.” 

Ernest R. Groves, Pu.D., Professor of 
Sociology, Boston University. 

A bad home can be as dangerous for the child as 
a good home is beneficial. Bad homes are homes 
that provide wrong conditions for the developing 
child. Mental Hygiene has discovered from actual 
experience the evils of unwise home life. In the 
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home, especially, an ounce of prevention is better 
than a pound of cure after the child has suffered 
from home influences that prevent normal growth 
of character. 


March 30th. “Nervousness.” 
Martin W. Peck, M.D., Chief of Out Pa- 
tient Department, Boston Psycopathic Hos- 
pital. 
’ Modern psychology gives us an understanding 
of the human mind which promises much in the 
way of relief for “Nervousness,” “Nervous Break- 
downs” and “Nervous Prostration.” 
Dr. Peck will explain some of the mental pro- 
cesses that underlie everyday causes of the above 
ills. 


April 6th. “The Nervous Child in the Home.” 
Ouive A. Cooper, M.D., Assistant Director, 
Massachusetts Division of Mental Hygiene. 

Children will adapt themselves to the environ- 
ment furnished by the parents, but often this en- 
vironment is at variance with what the world is 
going to expect of them. Too frequently the little 
tyrant or fretful egoist finds himself not only 
unhappy but the source of much friction with 
others. The “nervous” child is usually the result 
of nervous, highstrung parents or unhealthy home 
conditions. 


April 13. “Mental Health Problems in Middle 

Life and Old Age.” 

MarIANNA Taytor, M.D., Assistant Di- 
rector, Out Patient Department, Boston Psy- 
copathic Hospital. 

Many women who have been absorbed in bring- 
ing up a family of children have difficulty in adapt- 
ing to the changed state of affairs when these 
children no longer need the greater part of their 
time and energy. An unsatisfied egoism and desire 
for power is often at the bottom of “nervous 
breakdowns” of middle and later life. 

Tickets may be procured from the Secretary of 
the Rhode Island Society for Mental Hygiene, 118 
North Main Street, Providence. 

Tickets for each course $3.00. 

Course No. I Tickets, $2.50 for Members of the 
Society for Mental Hygiene if procured before 
February 9. 

Course No. II Tickets, $2.50 to Members of the 
Society for Mental Hygiene and the Housewives 
League if procured before March 16. 
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ADVERTISEMENTS XXVII 


ILETIN (INSULIN, LILLY) 


‘Pure, Stable, Constant in Unitage 
A Larger Package at a Slightly Lower Price 


Iletin (Insulin, Lilly) is now supplied in containers of two 


sizes: 5 c.c. vials and 10 c.c. vials. Both the 5 c.c. and 10 c.c. 
vials bear the same designation: U-10, U-20 and U-40. To 
distinguish between the two sizes it will be necessary, for ex- 
ample, to order as U-10—5 c.c. vials or U-10—10 c.c. vials. 
In absence of specifications as to size wanted, the 5 c.c. vials 
will be supplied. 

The price of Iletin (Insulin, Lilly) in 10 c.c. vials is slightly 
lower than that in 5 c.c. vials due to economies in packaging. 
IMPORTANT ACCESSORIES 

Iletin Syringes, Urine Sugar Testing Outfits, Saccharin 
Tablets, Ampoules Glucose, Benedict’s Solution, Plain Agar 
Granular. Send for additional information on these items. 


cAll Lilly Products are Supplied by the Drug Trade 


ELI LILLY AND COMPANY 
INDIANAPOLIS, U-S-A 


Mention our Journal— it identifies you. 
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GASTRON 


An aqueous-acid-glycerin extract of the entire mucosa of the fresh 
stomach, including the pyloric, containing the peptic enzymes,— 
proteolytic and milk-curdling, the activated principles and natur- 
ally associated soluble organic and inorganic constituents. 


GASTRON is a stable, potent fluid, free from alcohol and free 
from sugar, with an acidity approximately of 0.25% absolute 
hydrochloric acid, loosely bound to protein, and twenty-five 
per cent. pure glycerin. 


GASTRON is put up in 6 oz. unlettered bottles, without literature. 


Fairchild Bros. & Foster 
New York 


Superservice 
Hot Water Bottles 


Are made from the finest IN 
and purest selected rubber | 


Over capacity, unlosable stopper. Soft, 
velvety, heavy rubber 


Hold the heat longer and will 
outwear all other water botthes 


Davol Rubber Company p 
: Providence, Rhode Island, U.S. A. PI 
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